Problem {#s1}
=======

There are 20 000 major trauma cases every year in England and by 2020 trauma will be the second greatest cause of premature death and disability.[@R1]Trauma systems, such as the London Major Trauma system in place since 2010, provide a continuum of care for all injured patients within a geographical location.[@R3] As a consequence, mortality and morbidity rates have improved butlong-term physical, psychological, emotional and social needs remain high.[@R4] Access to post-hospital rehabilitation varies across the UK and existing services are often insufficient to meet the needs of people with multiple injuries.[@R4]

The National Institute for Clinical Excellence (NICE) guidelines for major trauma published in 2016 include recommendations on the management of pre-hospital and immediate hospital care but no guidance beyond these definitive lifesaving interventions.[@R3] There is no reference to the management of emotional and psychological issues from the consequences of experiencing or recovering from major trauma. However, the generic NICE Patient Experience guidelines advocate for 'knowing the patient as an individual' to identify factors that may affect their ability to manage their own care and make decisions about self-management and lifestyle choices.[@R6]

Self-management support is often the domain of community services, as reflected in the absence of evidence about interventions in acute settings. However, interventions delivered earlier in care pathways could enable patients and families experiencing major trauma, to be more involved in their care and manage transitions from hospital to home and beyond.[@R7] There is strong evidence in other patient groups that self-management support improves clinical outcomes, satisfaction with care, perceived quality of life[@R8] and helps patients to achieve the outcomes important to them.[@R9] In clinical practice, clinicians' attitudes, knowledge and behaviours regarding self-management support lack consistency.[@R10] The barriers to integrating self-management support to enable patients and families more control over their care are challenging in a highly routinised, medical environments such as acute major trauma. However, the benefits of multidisciplinary team (MDT) training in acute settings are emerging[@R9] and evaluations have shown that clinicians trained to support self-management are more satisfied with their practice.[@R14]

To evaluate the feasibility of integrating self-management support in an acute trauma setting, it was essential to gain the support for the project from senior clinicians at St George's National Health Service Foundation Trust Major Trauma Centre. While the lead allied health professional (AHP) was supportive and keen for AHP staff to be trained, nursing and medical staff were unable to attend due to staffing constraints. The trauma and orthopaedic therapy team at St George's covers 106 beds and patients are admitted under major trauma, trauma and elective (including day surgery) and plastics. Patients admitted under major trauma have a range of musculoskeletal and traumatic injuries including chest trauma, open fractures, pelvic fractures, fragility fractures and traumatic brain injury. The average length of stay is 11 days and most patients are discharged from hospital to their usual place of residence or repatriated to their local trauma or rehabilitation unit within the South West London and Surrey Trauma Network. The AHP team consisted of 20 clinicians assessing an average of 220 new patients with trauma per month. They rotate to each trauma ward on a 3 monthly basis and participate in the daily review of new admissions, orthopaedic ward round, major trauma multidisciplinary meetings and discharge planning.

An improvement project was designed to contextualise an existing stroke and brain injury self-management educational intervention for clinicians, the Bridges self-management programme (Bridges SMP), to the acute trauma setting. Bridges SMP normally comprises 10 hours of clinician training in two parts, delivered approximately 3 months apart.

The first aim of this improvement project was to evaluate and support changes in AHP's knowledge, attitudes and behaviours regarding self-management support in an acute major trauma setting within a 6-month time frame. Second, we sought to understand any barriers and facilitators to integrating self-management support into their daily practice.

Background {#s2}
==========

Person-centred care is a critical part of health systems reform in UK and self-management support is an important component.[@R9] Self-management approaches help people to live well with their health condition(s) and are primarily concerned with building confidence and capability to pursue quality of life goals (social and valued identities) as well as managing biomedical health.[@R10] Self-management support is enacted through a collaborative relationship between clinicians and patients and implementation can require both parties to engage with each other in new ways of working.[@R9] For clinicians, this can mean moving away from a paternalistic approach of 'clinician knows best', challenging potential foundations of their training[@R10] and the prevailing clinical culture.[@R15]

Self-management support interventions are multi-factorial and their effectiveness depends on how they are implemented by clinicians. Implementation usually involves training teams in new ways of working and an understanding of local context is important.[@R9] Challenges to the translation of self-management support into clinical practice have been reported including attitudes towards the intervention and the perceived time to integrate self-management support strategies into busy clinical environments.[@R15] The acute clinical environment presents particular challenges compounded by pressures to discharge patients quickly in a highly medicalised environment. Patients with multiple injuries present further challenges due to the complexity of their presentation and stages of adjustment post-trauma.

The Bridges SMP is an evidence-based educational intervention that has been tested and developed in different rehabilitation settings since 2008.[@R13] Earlier work focused on implementation in community stroke settings but in 2013, Bridges SMP was successfully integrated into the working practices of a multidisciplinary acute stroke ward[@R19] and in 2015 into a multidisciplinary traumatic brain injury pathway.[@R13] Studies to date have shown that Bridges SMP is experienced positively by patients and families[@R19] can improve patient involvement in their rehabilitation, foster greater feelings of control in patients[@R22] and improve clinician's confidence to support self-management.[@R23] Projects have shown the need to engage all professional groups in the change process to facilitate a shared understanding of self-management support, support implementation and embed mechanisms that will sustain changes overtime.[@R12]

Measurement {#s3}
===========

Knowledge and attitudes about self-management support and applicability to acute trauma were evaluated throughout this improvement project. The questionnaire was adapted from previous studies where self-management support was evaluated and integrated into MDTs.[@R16] The questionnaire comprised 13 statements relating to AHPs' knowledge, beliefs and attitudes towards self-management support and was co-designed with four of the AHP team (one occupational therapist, a physiotherapist and two therapy technicians). Items were modified to reflect specific challenges including patients with trauma who may have cognitive impairments, be experiencing acute pain and the challenges of high patient volume and throughput.

Scoring of each questionnaire item was based on alignment with core self-management principles co-designed in previous work, reflecting a person-centred approach.[@R16] We set a target of ≥50% of AHPs in alignment with self-management principles in ≥7/13 questionnaire items to indicate a good outcome from the intervention (training package). At baseline measurement, ≥50% AHPs were in alignment with self-management principles in only 2/13 questionnaire items, indicating the need for an intervention to improve knowledge, beliefs and attitudes. The clinician questionnaire was administered following each improvement cycle.

Additionally, we used three further methods to explore contextual and personal issues which aided and/or hampered a self-management approach in acute trauma: (1) AHP case reflections describing accounts and experiences of integrating self-management support with a patient and families; (2) Peer review to observe clinical interactions and record against a self- management fidelity checklist used in previous research[@R20] and (3) summary of discussions about perceived barriers and facilitators to self-management support during intervention delivery (training package).

Design {#s4}
======

The intervention (Bridges SMP) is an individualised, person-centred approach to supporting self-management delivered by trained clinicians through treatments and interactions with patients and families. Bridges is theoretically underpinned by social cognitive theory and uses the core construct of self-efficacy which relates to an individual's belief in their own capability.[@R18] Self-efficacy is responsive to behaviourally focused interventions and is positively associated with independent mobility, activities of daily living, quality of life and negatively associated with depression.[@R18] Clinicians support self-efficacy through promoting feelings of success, and highlighting patients' existing strengths and capabilities. Self-management is further enhanced through the integration of principles including goal-setting, problem solving, self-discovery, reflection, accessing resources, and taking-action.[@R23] Self-efficacy is hypothesised to be a mediator for self-management skills and for this intervention and reporting we refer to these as 'Bridges principles'.

Clinicians are trained and supported to implement Bridges' principles in collaborative ways rather than directing and leading. Facilitated through attention to clinicians' communication with patients and families, and during training, they co-design contextualised phrases and open questions to support self-management. They also reflect on and take action about how team processes such as ward rounds, goal setting, assessment methods and MDT meetings support self-management or not. This stage aims to integrate Bridges into existing organisational and team processes and is important for developing sustainability mechanisms. Bridges SMP also utilises coproduced peer-support tools (books) used by patients and families. At the time of the improvement project, there were no Bridges tools specifically for patients and families experiencing multiple injuries.

For this project, training part one was delivered as a flexible series of two half days to maximise attendance and maintain critical staffing levels. Training part two was delivered as a half day and provided the opportunity for AHPs to reflect, give feedback about their experiences of implementing Bridges SMP and develop sustainability plans.

To understand and address organisational, cultural and group factors needed for successful implementation of Bridges SMP into routine clinical practice, we used normalisation process theory (NPT)[@R24] ([table 1](#T1){ref-type="table"}). NPT constructs provide a structure to understand how to implement and evaluate the 'normalisation' of a complex intervention with multiple influencing factors and comprise: (1) coherence (meaning and sense making about Bridges SMP); (2) cognitive participation (commitment and engagement to Bridges SMP); (3) collective action (the work clinicians do to implement Bridges SMP) and (4) reflexive monitoring (how clinicians appraise Bridges SMP).

###### 

Application of NPT to project design

  -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  NPT component                                                       Questions to consider in the NPT framework                                Example of application in this project
  ------------------------------------------------------------------- ------------------------------------------------------------------------- -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Coherence\                                                          How is Bridges SMP different to usual practice?\                          Engagement and awareness raising of Bridges SMP with trauma team in multiple meetings and training opportunities to discuss what Bridges SMP is, the benefits and fit with the trauma setting; AHPs describing examples of changes to practice following training
  (meaning and sense making by clinicians)                            Is Bridges SMP easy to describe?\                                         
                                                                      What benefits will Bridges SMP bring and to whom?\                        
                                                                      How does Bridges SMP fit with the wider purpose of the clinical team?     

  Cognitive participation (commitment and engagement by clinicians)   Will AHPs think Bridges SMP is a good idea?\                              Identifying and working with key change agents; offering flexible training sessions to minimise service disruption
                                                                      Will AHPs be prepared to invest the time and energy for implementation?   

  Collective action\                                                  How will Bridges SMP affect the day-to-day work of AHPs?\                 Contextualising training to acute major trauma; emphasis on the value of integrate of self-management support into interactions with patients and families; support for change agents between training sessions
  (the work clinicians do to make Bridges SMP function)               How compatible is Bridges SMP with existing working practices?            

  Reflexive monitoring\                                               How are AHPs likely to view Bridges SMP over time?\                       Clinician questionnaires pre-training and post-training; training evaluation forms; sharing stories of successes and challenges of Bridges SMP at training part two; regular meetings with change agents to hear about implementation efforts
  (how clinicians reflect on or appraise Bridges SMP)                 Will the effects of Bridges SMP be clear, on patients and AHPs?           
  -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

AHPs, allied health professionals; NPT, normalisation process theory; SMP, self-management programme.

To enhance coherence, cognitive participation and collective action, four staff members, an occupational therapist, a physiotherapist and two technical assistants, were supported to become change agents. Described as clinicians who have influence within a team, change agents can help to generate interest and support from their colleagues during an improvement project. Meetings with change agents' explored perceived clinical challenges; for example, implementation in those patients experiencing severe pain, or those with cognitive impairments and complex physical injuries. Other challenges were posed by wider MDT practices, for example a geographically disparate team, different clinical priorities and pressures to discharge patients. This information was used to adapt the intervention to the contextual challenges of the acute major trauma setting.

Strategy {#s5}
========

Improvement cycle one {#s5-1}
---------------------

The aim was to deliver training on Bridges' principles to improve AHPs' knowledge, attitudes towards self-management and facilitate a change in their practice regarding integration of principles in the acute major trauma setting. We also sought to understand any barriers or facilitators to integrating Bridges SMP into daily practice. In all, 18 AHPs participated in two-part training over 3 months. In between training sessions AHPs implemented Bridges' principles into everyday practice.

We predicted that at the end of this cycle we would achieve a questionnaire outcome of ≥50% of AHPs in alignment with self-management principles in ≥7/13 questionnaire items. The aim was met demonstrating ≥50% of AHPs in alignment with questions 1, 2, 5, 9, 10, 12 and 13 ([table 2](#T2){ref-type="table"}). There was a decrease in alignment with questionnaire item seven; 'the team I work in has a clear method for including patients in their goals and treatment plans'. This suggests while there were changes at an individual level of practice, AHPs were less certain about how their team enacted Bridges SMP, particularly during goal setting and treatment planning. A joint decision was made to implement a second stage intervention to address the team's methods of involving patients in treatment planning and goal setting.

###### 

Proportion of AHPs in alignment with self-management support principles at baseline and improvement cycles one and two (n=18)

  Self-management support principle                                                                       Baseline (%)   Improvement cycle one (%)   Improvement cycle two (%)
  ------------------------------------------------------------------------------------------------------- -------------- --------------------------- ---------------------------
  1.I have knowledge about different ways to enhance self-efficacy in patients I work with                45             100                         55
  2.I believe that supporting self-management is a priority in my current role                            90             100                         78
  3\. The main way I support self-management is through giving information                                10             23                          22
  4\. Self-management support helps patients comply with their treatment programmes                       0              6                           0
  5\. Patients with cognitive problems are often unable to self-manage                                    40             67                          44
  6.I believe that self-management support takes more time than usual therapy treatments                  40             45                          44
  7\. The team I work in has a clear method for including patients in their goals and treatment plans     40             34                          67
  8\. Self-management support is difficult to deliver in an acute ward setting                            17             20                          11
  9.I always use communication methods that facilitate patients to self-manage                            45             67                          78
  10.I feel confident to promote self-management with orthopaedic trauma                                  60             84                          78
  11.I feel confident to promote self-management with patients with brain injury                          20             45                          44
  12.I feel confident to support families to use different self-management strategies                     15             84                          67
  13.I feel confident to promote the benefits and impact of self-management to other members of the MDT   5              67                          55

MDT, multidisciplinary team.

Improvement cycle two {#s6}
=====================

The aim was to facilitate a shared team approach to including patients in treatment planning and goal setting through implementing new paperwork with a small sample of patients with acute trauma. Bridges target setting and reflection pages from existing self-management tools for patients were utilised with 10 patients with major trauma ([online supplementary appendix 1](#SP1){ref-type="supplementary-material"}). The target setting pages provided space for patients to plan and record the things they want to work on and capture individual successes. The reflection pages provided an opportunity for patients to record their achievements and their own strengths and strategies. Both methods support personal mastery, a strong source of self-efficacy and Bridges' principles. AHPs presented these resources for each patient using coloured clipboards, so they could be identified by staff, patients and families at the bedside. Guidance for patients about how to use the pack was developed by LH and reviewed and edited by PM-T. Six AHPs from improvement cycle one volunteered to implement the new resources. Three AHPs had joined the major trauma team since improvement cycle one and attended a brief 2-hour educational session to understand the theory and evidence behind Bridges SMP.
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Following implementation of resources AHPs gave feedback that patients had shown more engagement because goals and treatment ideas were written and expressed in their own words. AHPs recognised they needed to take a step back to understand patients' ideas and goals be less in control. Challenges to implementing the resources centred on three main issues: (1) turnover of staff, (2) limited amount of time with patients and (3) the applicability to patients who were acutely unwell.

By the end of the second cycle, we predicted to see an increase in AHPs' responses to question 7, from 34% in alignment with self-management principles at the end of improvement cycle one, to ≥50% in line with self-management principles. A change was demonstrated and 67% of AHPs agreed that 'the team has a clear method for including patients in their treatment plans and goal setting'. However, we saw a decline in 11 out of 13 questionnaire items indicating that improvements in knowledge and attitudes about self-management support gained during improvement cycle one had not been sustained throughout improvement cycle two.

There was an increase in response to question 9 'I always use communication methods that facilitate patients to self-manage'. This may indicate communication methods to support Bridges principles were being used, for example, instead of instructing patients how to transfer from bed to chair, the AHP might say 'What do you remember about how to do this from yesterday?' to support the patient to problem-solve and foster a collaborative working relationship.

Results {#s7}
=======

Findings from both improvement cycles are reported here, according to the aims of the project to (1) evaluate AHP's knowledge, attitudes to self-management support in acute trauma, (2) evaluate any changes in practice and behaviours regarding self-management support and (3) to understand any barriers and facilitators to integrating self-management into their daily practice.

AHP knowledge and attitudes to self-management support in an acute major trauma setting {#s7-1}
---------------------------------------------------------------------------------------

During improvement cycle one, the intervention was successful at improving AHPs' knowledge, attitudes and beliefs to self-management support in the acute trauma setting ([table 2](#T2){ref-type="table"}). Analysis of AHP's surveys (n=18) showed that improvements were seen in items relating to (1) self-reported confidence to support families with self-management strategies; (2) confidence to promote the benefits and impact of self-management to other members of the MDT; (3) knowledge about ways to enhance the self-efficacy of their patients; (4) attitude towards self-management support for patients with cognitive impairments and (5) confidence to apply self-management strategies to patients with orthopaedic and brain injuries. Minimal improvements were seen in items relating to the (1) feasibility of implementing self-management in the acute setting; (2) belief that self-management support takes more time; (3) knowledge about the role of compliance with treatment programmes in self-management support and (4) consensus about the team's methods of involving patients in their goals and treatment plans.

In all but two questionnaire items (questions 7 and 9), improvements in AHP knowledge, attitudes and beliefs were not maintained at the end of improvement cycle two, approximately 6 months after the intervention was first launched. We attribute the decline to the length of time between the ends of improvement cycles one and two and absence of effective sustainability strategies to maintain changes in AHP practice. The improvement in question 7 'the team I work in has a clear method for including patients in their goals and treatment plans' corresponds to the aim of improvement cycle two. We attribute the improvement in question 9 'I always use communication methods that facilitate patients to self-manage' to indicate a possible normalisation of communication methods as a strategy to integrating self-management support.

AHP changes in practice and behaviours to support self-management in an acute major trauma setting {#s7-2}
--------------------------------------------------------------------------------------------------

In all, 14 out of 18 AHPs completed case reflection forms. A thematic analysis approach was used by LH and FJ to code and categorise common themes across all case reflections and verbal and written feedback given in group discussions. Emerging themes reflected changes in practice and methods used to integrate Bridges SMP with a diverse number of patients including those with complex social histories (no fixed abode, non-UK nationals, recent divorce or bereavement), psychological diagnoses (bipolar disorder, depression, suicidal tendencies) and patients in critical care settings. While the project was based primarily on acute trauma wards, clinicians did rotate to intensive care units (ICU) and one AHP was able to apply some SM principles with a patient with multiple injuries which they felt had an impact:

'His mood improved when he was able to complete tasks then he would request to sit out of bed and try tasks without our assistance'. Physiotherapist, ICU

AHPs reported a change in the focus of therapy from directing patients, to eliciting their preferences and choices about therapy and exploring the patient's understanding of their injuries and capabilities:

'I sought their perspective more, I talked about small steps instead of goals, I focussed on building rapport, I invited them to problem solve with me and I made sessions more fun through using music or a change of scene'. Occupational Therapist, Major Trauma

'I realized just because a patient is passive doesn't mean they are not motivated, it is about the professional engaging with them early on by listening as they talk about their interests, preferences, hopes and goals'. Physiotherapist, Major trauma

There was also a perceived shift in understanding and practice about the limitations of information-giving which implies a different power balance between patient and clinician:

'Self-management isn't about us telling patients what to do it's about exploring with them'. Technical Assistant, Major Trauma

AHP perceived barriers and facilitators to implementing self-management support in an acute major trauma setting {#s7-3}
----------------------------------------------------------------------------------------------------------------

AHPs' perceived barriers to implementing Bridges SMP pre-implementation and post-implementation were captured from group discussions and summarised. Before implementation, AHPs identified the barriers of time available; other MDT members not being present in the training; systems and structures within the acute environment for example, professional hierarchies, silo working, 'the way things are always done'; pressure to discharge patients; patients in a low state of awareness; patients with cognitive impairments and rotational staff. Post-implementation, two of these barriers were not discussed at all; patients in a low state awareness and rotational staff, but most discussions focused on the potential benefit of extending the training to the entire MDT.

Post-implementation, perceived facilitators to the integration of self-management support in the context of the major trauma setting were captured and written up from training room discussions and included: to have a Bridges tool (book) specifically for patients with multiple injuries and their families; to have a process for person-centred goal setting for all patients and to measure the patient perspective on aspects of self-management support. They identified the potential of a new key-worker role in sustaining self-management support for example, through leading the goal setting process and being a single point of contact for the patient\'s family. Results from improvement cycle two also revealed the role of shared team paperwork as a facilitator to including patients in goal setting and treatment planning.

Data from peer observations (n=6) added contextual examples relating to barriers and facilitators and aided reflection on how language could be adapted to aid self-management support. These were discussed during group sessions, and this method of feedback was encouraged as a means for ongoing learning and sustainability that could be used team-wide.

An example of an interaction observed was as follows:

> 1\. Hi my name is.... How are you? Are you in any pain? We'd like to have a go at walking with you today, is that OK?

In this scenario the patient is not given the opportunity to question the agenda of the AHP and complies with instructions, becoming a passive recipient of care.

Feedback changed the language to:

> 2\. Hi my name is...How are you? I'm here to see if we can have a go at walking today. How do you feel about that? What concerns do you have, if any? What difficulties do you foresee.

This interaction could take longer than the first example but staff reported the benefit of engaging the patient early in the task.

Lessons and limitations {#s7-4}
-----------------------

The aim of this project was to explore the feasibility of integrating self-management support in an acute major trauma setting by evaluating the impact of an educational intervention on clinicians' knowledge, attitudes and behaviours regarding self-management support and identify any barriers and facilitators to integrating self-management into daily practice. We found that AHPs' knowledge and attitudes did change and individuals were open and conducive to integrating self-management support in an acute trauma setting following training. Case reflections, group discussions and peer observations illustrated tangible examples of change in everyday clinical practice and strategies such as joint goal setting, shared decision-making and reflection on success were integrated into therapy sessions with patients with complex major trauma.

However, improvements were not fully sustained after 6 months and despite individuals achieving some practice change, self-management support using Bridges principles were not fully integrated as a team approach. There were a number of limitations and subsequent learning which will inform future projects.

First, it had not been possible to engage medical and nursing staff in the two-part training and we recognised that different modes of delivery are required so that frontline staff can access training flexibly. However, previous work has shown the value in MDT members attending at least part of the training together; with reference to NPT,[@R24] it provides an opportunity to make collective sense of self-management (coherence), see how it will fit into their daily work (collective action) and decide how much time and energy they will invest in implementing self-management strategies (cognitive participation). AHPs perceived the structure of the acute working environment and absence of the whole MDT training as barriers to integrating and sustaining self-management support.

Second, it was important to find ways to sustain changes in clinician communication style and use of self-management principles beyond the second improvement cycle. Previous work in stroke and brain injury has shown how clinicians value brief ways to enhance self-management support through their everyday communication skills, rather than viewing the approach as an 'add-on' to current work, ideal for a busy, acute environment.[@R8] The value of co-designing a group of phrases, interactions that are contextually relevant and can become part of usual work was of value here and we recognise it is critical for the effectiveness and sustainability of self-management support strategies that they are embedded into MDT processes, for example, therapy and nursing staff working more closely together to support patients to take control of everyday tasks such as washing or dressing[@R13]; or raising awareness of self-management support principles through an induction programme or mentoring.

We also acknowledge that the findings from this improvement project are limited only to a relatively small number of AHPs in a major trauma therapy centre and we cannot rule out the possibility of response bias, within a self-selected group. The positive change in attitudes and knowledge reported could misconstrue what is potentially only a marginal change given the small numbers. We are aware of the significant investment of time to attend training and recognise that better methods of impact evaluation at patient, team and organisational levels, could persuade managers and leaders of the benefits of staff taking time out to reflect and learn together. Data were also collected over a 6-month interval and our findings could be due to chance or random fluctuations, ideally we would have repeated data collection at more frequent intervals.

Finally, we acknowledge that patient and family involvement is a critical part of improvement projects and their involvement is a limitation in this project. Future projects should measure the impact of self-management support by capturing how involved patients feel in decisions about their care, levels of knowledge about their injuries and confidence with how to mitigate any ongoing needs once they leave hospital. Their feedback could also act as a driver for clinicians about the value of a self-management approach and whether it is advantageous for them to continue investing time and effort into its implementation. AHPs in this project also identified the potential value of a co-produced peer support tool and peer support opportunities for patients with multiple injuries that could enhance their self-management support through, for example, learning from patients who have sustained similar injuries and the strategies they are using to cope and manage. This informed a new project to co-design a self-management tool for patients with major trauma, which has since completed.

Overall, we have learnt several valuable lessons from this improvement project to integrate a self-management support intervention in acute major trauma. Primarily about the need to co-design sustainability mechanisms from the outset, especially where teams experience a high turnover of staff. Future project should ensure there are multiple methods to facilitate engagement across the whole MDT and recruitment of change agents from across different staff grades (senior staff and support workers) to ensure sustainability beyond the project life.

In addition, while this project did not measure the impact on patients' confidence to manage transitions from acute care many will be repatriated to local hospitals and discharged home to community services. Future projects could explore the opportunities and challenges of a self-management approaches integrated into the whole trauma pathway to reduce the loss of continuity and provide benefit for patients and families.

Conclusion {#s8}
==========

The findings from this improvement project suggest that it was feasible to integrate self-management support in an acute major trauma setting and change AHPs knowledge, attitudes and behaviours regarding person-centred self-management support in the short term. Facilitators included methods to co-design key communication methods and integration of key principles into organisational processes, such as key workers, shared paperwork and joint goal setting.

However, the change was not fully sustained at 6 months, and more attention to methods of engagement prior to training and co-designing ongoing mechanisms from the outset is required. A key challenge to embedding self-management support in this context was the need for whole MDT training to develop a shared understanding and ethos. This requires new ways to engage nursing and medical staff in multidisciplinary training early in the process. We also strongly advocate for patients and families with trauma to be more closely involved with training and their responses included in evaluation methods.
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